Medication Administration Record (MAR)

Name of Child/Student Date of Birth / /

Pharmacy Name Prescription Number

Medication Order

Signature of
Date | Time | Dosage Remarks Was This Person
Medication Self Observing or
Administered? Administering
Medication

[ 1Yes [ INo

[ ]Yes [ INo

[ ]Yes [ ]No

[ ]Yes [ ]No

[1Yes [ INo

[ ]Yes [ |No

[ ]Yes [ |No

[ IYes [ ]No

[ ]Yes [ ]No

[ ]Yes [ INo

[ ]Yes [ |INo

[ ]Yes [ |No
*Medication authorization form must be used as either a two-sided document or attached first and second page.
[ ] Authorization form is complete [ ] Medication is appropriately labeled
[ ] Medication is in original container D Date on label is current

Person Accepting Medication (print name) Date / /




